Emergency surgery in bleeding peptic ulcer remains a problem: not only when to operate, but what to do. This short paper is confined to what is done after the abdomen is open, and its effect on both operation and whole series mortality, and on further bleeding after operation.
[Abriodged] by G Economou MD and N Ward-McQuaid MS FRCS (Mansfield Group ofHospitals, Nottinghamshire) Emergency surgery in bleeding peptic ulcer remains a problem: not only when to operate, but what to do. This short paper is confined to what is done after the abdomen is open, and its effect on both operation and whole series mortality, and on further bleeding after operation.
Background
In this Mansfield series there are 370 emergency operations, that is, within twenty-four hours of bleeding from suspected peptic ulcer. Selective surgery (Ward-McQuaid et al. 1960 , Desmond & Reynolds 1972 was used in 23% of 1580 such admissions in 18 years, with a whole series mortality of 8 %.
In the Avery Jones (1956) classification only admissions for suspected peptic ulcer bleeding are included. The highest mortality was in gastric ulcers, 13.9%, then duodenal ulcers 8.6%, next the postoperative group 5.6%, and finally the X-ray negative, superficial ulcers, or so-called acute group. This classification, like others, has its limitations.
Of the whole series of 1580 admissions 43% were for duodenal ulcers, and just over a quarter of these had emergency operations: 27 % were in the X-ray negative group, with 9 % operated on: 19.5% were gastric ulcers, with the highest proportion of emergency operations, 40%: and last, in the 10% postoperative group, a fifth were operated on as an emergency. Below 55 years of age the mortality was 5.4% in all emergency operations, and below 70, 12.2%. But for all over 75, the depressing figure of 47 % was reached.
Negative Laparotomy A few patients had posterior, acute or retrobulbar duodenal ulcers seen after pylorotomy. In 17, superficial gastric ulcers were found after gastrotomy. But in 34 (9 % of all emergency operations) no ulcer at all was found on wide exposure, by pylorotomy and high gastrotomy. Two-thirds were classed as gastritis, after biopsy, resection, or at autopsy. In the remainder no proved source of bleeding was found. A few had healed ulcers.
In the earlier days, 15 partial gastrectomies were done, with 3 deaths and no further bleeding. More recently 3 vagotomies and pyloroplasties were followed by one early and one late bleed, that is afterEdischarge. Two pyloroplasties were followed by one early and one late bleed. Exploration only without vagotomy led to 6 deaths in 16 patients, with 4 early bleeds, 2 of whom died and 2 had late hemorrhages.
One of the fatal cases bled massively soon after operation; the other bled again, in spite of adrenaline and Stypven, to die of tubular necrosis. Gastric Ulcers There were 144 emergency operations for gastric ulcer, including 17 superficial ones. The Billroth mortality of 14 % is lower than the Polya mortality of 25 %, and in 128 gastrectomies there was only one early, and 2 late bleeds.
Only 5 ulcers had suturing plus vagotomy and pyloroplasty, and 2 died from fatal bleeds early on. One had two ulcers, and bled again from an 11 751 ulcer that had not been under-run. The other, a poor risk patient, bled 28 days after a chronic ulcer had been oversewn with thread. There were 11 patients in a miscellaneous group who had lesser procedures without vagotomy or gastrectomy, a few excisions, but mainly under-running. Of these 11, 5 died. There were 4 early bleeds, with 3 deaths. The deaths were first, from a chronic posterior ulcer in a poor risk patient who bled again next day, second, bleeding from a gastrotomy and the ulcer not saved by operation, and third, bleeding a week after underrunning.
Of the 5 deaths in the gastric ulcer group due to bleeding, 3 were in chronic ulcers, and 2 in superficial ulcers. Adrenaline and Stypven did not prevent further bleeding in these superficial ones, but its effect depends on the size of the bleeding vessel.
Duodenal Ulcers
There were 175 emergency operations for bleeding duodenal ulcer. The overall mortality for the 91 gastrectomy patients was 23% compared with 15 % for the 81 treated by vagotomy, pyloroplasty and under-running the bleeding point. There were 3 early bleeds after gastrectomy, and 4 after vagotomy. The ulcer of the only vagotomy patient who died from bleeding had not been under-run, in the mistaken belief that if it was not bleeding at operation, it could not start again if 'protected' by vagotomy. The incidence of late bleeds in a 90 % follow up was 6 % in the gastrectomy group, probably due mainly to Polya biliary gastritis, and only 1 in the vagotomy group. Simple suture saved 2 out of 3 poor risk patients. The average age of the gastrectomy group was 66 years, and the vagotomy and pyloroplasty group 71. In spite of the fact that vagotomy has largely replaced gastrectomy for these bleeding duodenal ulcers, and its lower mortality, the whole series mortality for duodenal ulcers remains between 8 and 9%. In the second half of the series, however, there was an increase in 3 sinister features: the patients over 60 rose from 37 % to 46 %, recurrent bleeds from 37% to 40%, and severe bleeds from 46% to 51%.
Postoperative Group Two points concerning the 12 patients in the postoperative group, which had the lowest operative mortality, will be mentioned. First, two early fatal fresh bleeds both from gastritis after previous Polya operations. One had a cardiac arrest soon after gastrectomy for gastritis with very severe bleeding. The second died 3 weeks after a wide gastrotomy in which the entire stomach remnant was well seen and considered normal. Erosive gastritis with ulceration was found at post-mortem. The second point is that 3 out of 6 dismantled Polya gastrectomies broke down.
Complications ofOperation and the Need to Operate Again Bleeding after operation has been considered in some detail. It has been more frequent when gastrectomy has not been done, and accounted for 8 deaths in all. This may be due to the method itself, or because it was wrongly applied; for example, in the 2 patients whose ulcers were not under-run.
Complications other than bleeding may be related to the particular method. In over 100 emergency Billroth operations there were 3 anastomotic leaks with 2 deaths, while in over 100 Polya operations there were no less than 8 leaking duodenal stumps, of whom 4 died, 2 with leaking anastomoses who recovered, and one who died from pancreatitis. Two of a much smaller number of gastrotomies leaked fatally. Only one of nearly 100 pyloroplasties leaked, and that patient died.
We should have been more aware of the need to operate again, especially for early rebleeding. Many factors may be involved here. There were 8 deaths in 19 early bleeds after operation, with only 1 re-operation. There were 10 deaths out of 17 other abdominal complications with 8 reoperations for peritonitis.
Present Choice ofOperation
If no abnormality is found and nothing done, one must be prepared to operate again, because an ulcer may have been missed or appear later. If there is a strongly suggestive history, perhaps this is the place for vagotomy. But does vagotomy really stop the bleeding, despite small series in the literature with some experimental evidence? (Matsumoto et al. 1971 ). If bleeding gastritis is found, a Billroth operation should be done, and probably a vagotomy as well.
Gastric ulcers also do well following the Billroth operation. Superficial ones with a short history may do well with local excision, or even oversewing, provided that none is missed, and that none develops later. Perhaps others will extol the virtues of vagotomy in this situation. We have no such evidence.
Duodenal ulcers, however, do very well following vagotomy and pyloroplasty provided the vessel is under-run, but we do a gastrectomy for the callous ulcer, of which admittedly we seem to see less today. We have not practised pyloric exclusion.
In the final postoperative group late bleeding is most often seen after Polya operations, and dismantling Polya gastrectomies may be dangerous. The problem remains whether to treat severe bleeding gastritis after Polya operation by a Billroth or Roux reconstruction, vagotomy, or both vagotomy and resection.
